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  ﭼﻜﻴﺪه
 ﻛـﻪ ﻧﺤـﻮي ﺑـﻪ ،ﺑﻮده ﺧﺪﻣﺎت ﺑﻪ اﻓﺮاد دﺳﺘﺮﺳـﻲ ﺗـﺴﻬﻴﻞ ،ﺳﻼﻣﺖ يﻫﺎ ﻧﻈﺎم اﺳﺎﺳﻲ اﻫﺪاف از ﻳﻜﻲ :ﻫﺪف و ﻣﻘﺪﻣﻪ
 ﻳﻲروﺳﺘﺎ ﺧﺎﻧﻮاده ﭘﺰﺷﻚ ﺑﺮﻧﺎﻣﻪ راﺳﺘﺎ، ﻦﻳا درﮔﺮدﻧﺪ.  ﻣﻨﺪ ﺑﻬﺮه ﻣﻄﻠﻮب ﻧﺤـﻮ ﺑـﻪ ﺧـﺪﻣﺎت اﻳـﻦ از ﺑﺘﻮاﻧﻨﺪ ﺟﺎﻣﻌﻪ اﻗﺸﺎر ي ﻫﻤﻪ
 ﻳﻲﺷﻨﺎﺳﺎ ﺑﻪ اﺟﺮا در آﻣﺪ. ﻫﺪف ﻣﻄﺎﻟﻌﻪ ﺣﺎﺿﺮ، ﺮانﻳا درﻫﺰار ﻧﻔﺮ  02 ﺮﻳز ﺖﻴﺑﺎ ﺟﻤﻌ يدر روﺳﺘﺎﻫﺎ و ﺷﻬﺮﻫﺎ4831ﺳﺎل در
  .ﺑﺎﺷﺪ ﻲﻣ ﻛﺮﻣﺎن ﺷﻬﺮﺳﺘﺎن در ﺑﺮﻧﺎﻣﻪ ﻦﻳا ﻲدﺳﺘﺮﺳ ﻣﺨﺘﻠﻒ اﺑﻌﺎد ﺖﻴوﺿﻌ
ﻣﺮاﻛﺰ ﺟﺎﻣﻊ ﺧﺪﻣﺎت ﺗﺤﻠﻴﻠﻲ و ﻣﻘﻄﻌﻲ، ﺟﺎﻣﻌﻪ آﻣﺎري ﺗﻤﺎﻣﻲ ﻛﺎرﻛﻨﺎن  -: در اﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺗﻮﺻﻴﻔﻲﻖﻴﺗﺤﻘ روش
و ﻫﻤﭽﻨﻴﻦ ﺗﻤﺎﻣﻲ ﺟﻤﻌﻴﺖ ﺗﺤﺖ ﭘﻮﺷﺶ ﺑﺮﻧﺎﻣﻪ ﭘﺰﺷﻚ ﺧﺎﻧﻮاده روﺳﺘﺎﻳﻲ در ﺷﻬﺮﺳﺘﺎن ﻛﺮﻣﺎن ﺑﻮده اﺳﺖ. روش ﻧﻤﻮﻧﻪ  ﺳﻼﻣﺖ
( ﺑﻮده اﺳﺖ و ﺑﺮاي ﻛﺎرﻛﻨﺎن ﺑﻪ روش ﺳﺮﺷﻤﺎري =n4281ﮔﻴﺮي ﺑﺮاي ﻣﺮدم ﺑﻪ ﺻﻮرت ﻧﻤﻮﻧﻪ ﮔﻴﺮي ﺗﺼﺎدﻓﻲ ﭼﻨﺪ ﻣﺮﺣﻠﻪ اي )
ﺑﺮ اﺳﺎس ﻣﺪل  "دﺳﺘﺮﺳﻲ ﺑﻪ ﺧﺪﻣﺎت ﺳﻼﻣﺖ"ﻣﺤﻘﻖ ﺳﺎﺧﺘﻪ( ﺻﻮرت ﮔﺮﻓﺖ.  اﺑﺰار ﺟﻤﻊ آوري داده ﻫﺎ، ﭘﺮﺳﺸﻨﺎﻣﻪ =n022)
 ﺎ اﺳﺘﻔﺎدهﺑﻟﻮﺳﻚ ﺑﺎ ﻣﻘﻴﺎس ﭘﻨﺠﮕﺎﻧﻪ ﻟﻴﻜﺮت ﺷﺎﻣﻞ ﭘﻨﺞ ﺑﻌﺪ ﻗﺎﺑﻠﻴﺖ اﺳﺘﻔﺎده، ﻣﻘﺒﻮﻟﻴﺖ، ﻣﻮﺟﻮد ﺑﻮدن، ﺗﻮاﻧﺎﻳﻲ ﻣﺎﻟﻲ و ﺗﻨﺎﺳﺐ ﺑﻮد. 
ﺑﺮاي  0/78رواﻳﻲ ﻣﺤﺘﻮاﻳﻲ ﺗﺎﻳﻴﺪ و ﺳﭙﺲ ﺑﺮاي ﺑﺮرﺳﻲ ﭘﺎﻳﺎﻳﻲ ﭘﺮﺳﺸﻨﺎﻣﻪ، آﻟﻔﺎي ﻛﺮوﻧﺒﺎخ  ﺧﺒﺮﮔﺎن ﻧﻔﺮ از 92 از ﻧﻈﺮات
از  ﻣﺮدم و ﻛﺎرﻛﻨﺎن ﻚﻴدﻣﻮﮔﺮاﻓ يﻬﺎﻴﮋﮔﻳو ﻒﻴﺗﻮﺻ يﺑﺮا ﺑﺮاي ﭘﺮﺳﺸﻨﺎﻣﻪ ﻛﺎرﻛﻨﺎن ﺑﺪﺳﺖ آﻣﺪ. 0/29ﭘﺮﺳﺸﻨﺎﻣﻪ ﻣﺮدم و 
ﻧﻴﺰ از ﻣﺪل  ﺑﺮاي آﻣﺎر ﺗﺤﻠﻴﻠﻲ .ﺷﺪ اﺳﺘﻔﺎدهر ﺎﻴﻣﻌ اﻧﺤﺮاف و ﻦﻴﺎﻧﮕﻴﻣ از ﻲدﺳﺘﺮﺳ اﺑﻌﺎد ﺖﻴوﺿﻌ ﻒﻴﺗﻮﺻ يﺑﺮاو درﺻﺪ و  ﻲﻓﺮاواﻧ
ﺑﺮاورد اﺛﺮ ﻫﺮ ﻣﺘﻐﻴﺮﻫﺎي ﻣﺴﺘﻘﻞ )ﺳﻦ، ﺟﻨﺴﻴﺖ، دراﻣﺪ، ﺗﻌﺪاد اﻋﻀﺎي ﺧﺎﻧﻮاده،  ﭼﻨﺪﺳﻄﺤﻲ ﺑﺎ روﻳﻜﺮد ﺣﺬف رو ﺑﻪ ﻋﻘﺐ ﺑﺮاي
ﻧﻮع ﺑﻴﻤﻪ، ﻣﻴﺰان ﺗﺤﺼﻴﻼت، ﺳﺎﺑﻘﻪ ﻛﺎر( روي اﺑﻌﺎد دﺳﺘﺮﺳﻲ )ﻗﺎﺑﻠﻴﺖ اﺳﺘﻔﺎده، ﻣﻘﺒﻮﻟﻴﺖ، ﻣﻮﺟﻮد ﺑﻮدن، ﺗﻮاﻧﺎﻳﻲ  وﺿﻌﻴﺖ ﺑﻴﻤﻪ ،
  وارد ﺷﺪ.  91ﻧﺴﺨﻪ  SSPSﻫﺎ ﭘﺲ از ﺗﻜﻤﻴﻞ و ﺟﻤﻊ آوري، در ﻧﺮم اﻓﺰار ﭘﺮﺳﺸﻨﺎﻣﻪﻣﺎﻟﻲ و ﺗﻨﺎﺳﺐ( اﺳﺘﻔﺎده ﺷﺪ. 
ﺑﻴﺸﺘﺮﻳﻦ و ﻛﻤﺘﺮﻳﻦ ﻣﻴﺎﻧﮕﻴﻦ دﺳﺘﺮﺳﻲ ﺑﻪ ﺗﺮﺗﻴﺐ ﻣﺮﺑﻮط ﺑﻪ ﺑﻌﺪ ﻗﺎﺑﻠﻴﺖ اﺳﺘﻔﺎده ﺑﺎ ﻣﻴﺎﻧﮕﻴﻦ و اﻧﺤﺮاف ﻣﻌﻴﺎر   :ﻫﺎ ﺎﻓﺘﻪﻳ
ﺑﻴﺸﺘﺮﻳﻦ و ﻛﻤﺘﺮﻳﻦ ﻣﻴﺎﻧﮕﻴﻦ دﺳﺘﺮﺳﻲ ﺑﻪ ﺗﺮﺗﻴﺐ ﺑﻮد. از ﻧﻈﺮ ﻣﺮدم  3/04 ±0/64و ﺑﻌﺪ ﻣﻮﺟﻮد ﺑﻮدن ﺑﺎ ﻣﻴﺎﻧﮕﻴﻦ   3/97±0/26
ﺑﻴﻦ ﻧﻈﺮ ﻣﺮدم و ﺑﻮد.  2/25 ±0/25و ﺑﻌﺪ ﻣﻮﺟﻮد ﺑﻮدن ﺑﺎ ﻣﻴﺎﻧﮕﻴﻦ  3/93 ±0/29ﺑﻌﺪ ﺗﻮاﻧﺎﻳﻲ ﻣﺎﻟﻲ  ﺑﻪ ﺗﺮﺗﻴﺐ ﻣﺮﺑﻮط ﺑﻪ
  .(eulav-P<0/100ﺷﺖ )ﺗﻔﺎوت ﻣﻌﻨﻲ داري وﺟﻮد دا ﺑﻌﺪ ﻗﺎﺑﻠﻴﺖ اﺳﺘﻔﺎده، ﻣﻘﺒﻮﻟﻴﺖ، ﻣﻮﺟﻮد ﺑﻮدن و ﺗﻨﺎﺳﺐﻛﺎرﻛﻨﺎن در ﻣﻮرد 
از دﻳﺪﮔﺎه ﻛﺎرﻛﻨﺎﻧﻲ ﺑﺎ  .(=eulav-P0/072ﺑﻌﺪ ﺗﻮاﻧﺎﻳﻲ ﻣﺎﻟﻲ ﺗﻔﺎوت ﻣﻌﻨﻲ داري وﺟﻮد ﻧﺪاﺷﺖ ) ﻣﺮدم و ﻛﺎرﻛﻨﺎن در ﺑﻴﻦ ﻧﻈﺮ 
دﺳﺘﺮﺳﻲ ﺑﻴﺸﺘﺮ ﺑﻮد. از دﻳﺪﮔﺎه  ﺳﺎل، ﻣﺘﻮﺳﻂ ﻧﻤﺮه 02ﺳﺎل ﻧﺴﺒﺖ ﺑﻪ اﻓﺮاد ﺑﺎ ﺳﺎﺑﻘﻪ ﺑﻴﺸﺘﺮ از  11-02ﺳﺎل و  01ﺳﺎﺑﻘﻪ ﻛﻤﺘﺮ از 
ق دﻳﭙﻠﻢ ﻧﺴﺒﺖ ﺑﻪ اﻓﺮاد ﺑﺎ ﺗﺤﺼﻴﻼت ارﺷﺪ و ﺑﺎﻻﺗﺮ ، ﻣﺘﻮﺳﻂ ﻧﻤﺮه دﺳﺘﺮﺳﻲ ﻛﺎرﻛﻨﺎﻧﻲ ﺑﺎ ﺗﺤﺼﻴﻼت ﻛﺎرﺷﻨﺎﺳﻲ و دﻳﭙﻠﻢ و  ﻓﻮ
، ﻣﺘﻮﺳﻂ ﻧﻤﺮه دﺳﺘﺮﺳﻲ از ﺟﻨﺒﻪ 04ﻧﺴﺒﺖ ﺑﻪ اﻓﺮادي ﺑﺎ رده ﺳﻨﻲ ﺑﺎﻻﺗﺮ از  03-04ﻛﻤﺘﺮ ﺑﻮد. از دﻳﺪﮔﺎه ﻛﺎرﻛﻨﺎﻧﻲ ﺑﺎ رده ﺳﻨﻲ 
ﺳﺎل،  54ﺳﺎل ﻧﺴﺒﺖ ﺑﻪ اﻓﺮاد ﺑﺎﻻي 53-54واﺣﺪ ﺑﻴﺸﺘﺮ ﺑﻮد. از دﻳﺪﮔﺎه ﻣﺮدم در اﻓﺮادي ﺑﺎ رده ﺳﻨﻲ  0/83ﺑﻌﺪ ﺗﻮاﻧﺎﻳﻲ ﻣﺎﻟﻲ 
ﻣﺘﻮﺳﻂ ﻧﻤﺮه دﺳﺘﺮﺳﻲ ﺑﻴﺸﺘﺮ ﺑﻮد. از دﻳﺪﮔﺎه اﻓﺮادي ﺑﺎ ﺗﺤﺼﻴﻼت زﻳﺮ دﻳﭙﻠﻢ ﻧﺴﺒﺖ ﺑﻪ اﻓﺮادي ﺑﺎ ﺗﺤﺼﻴﻼت ﺑﺎﻻﺗﺮ از 
ﻳﻚ ﻣﻴﻠﻴﻮن ﺗﻮﻣﺎن ﻧﺴﺒﺖ ﺑﻪ -ﻛﺎرﺷﻨﺎﺳﻲ، ﻣﺘﻮﺳﻂ ﻧﻤﺮه دﺳﺘﺮﺳﻲ ﺑﻴﺸﺘﺮ ﺑﻮد. از دﻳﺪﮔﺎه اﻓﺮادي ﺑﺎ دراﻣﺪ ﺑﻪ ﺗﺮﺗﻴﺐ ﭘﺎﻧﺼﺪ ﻫﺰار
   دراﻣﺪ ﻳﻚ ﻣﻴﻠﻴﻮن و ﭘﺎﻧﺼﺪ ﺗﻮﻣﺎن ﺑﻪ ﺑﺎﻻ، ﻣﺘﻮﺳﻂ ﻧﻤﺮه دﺳﺘﺮﺳﻲ ﻛﻤﺘﺮ ﺑﻮد.اﻓﺮادي ﺑﺎ 
 و ﺖﻴﻣﻘﺒﻮﻟ ،ﻲﻣﺎﻟ ﻳﻲﺗﻮاﻧﺎ اﺑﻌﺎد دراز ﻧﮕﺎه ﻣﺮدم  ﻳﻲدر ﺑﺮﻧﺎﻣﻪ ﭘﺰﺷﻚ ﺧﺎﻧﻮاده روﺳﺘﺎ ﻲدﺳﺘﺮﺳ ﺖﻴوﺿﻌ :يﺮﻴﮔ ﺠﻪﻴﻧﺘ و ﺑﺤﺚ
 و ﺗﻨﺎﺳﺐ اﺳﺘﻔﺎده، ﺖﻴﻗﺎﺑﻠ اﺑﻌﺎد در ﻛﺎرﻛﻨﺎنﻧﮕﺎه  از ﻲدﺳﺘﺮﺳ ﺖﻴوﺿﻌاﺳﺘﻔﺎده، ﺑﻬﺘﺮ از اﺑﻌﺎد ﺗﻨﺎﺳﺐ و ﻣﻮﺟﻮد ﺑﻮدن ﺑﻮد.  ﺖﻴﻗﺎﺑﻠ
ﭘﺰﺷﻚ ﺧﺎﻧﻮاده  ﻒﻳﻛﺎﻣﻞ ﻣﺮدم از وﻇﺎ ﻲﻋﺪم آﮔﺎﻫ ﺮﻴﻧﻈ ﻲﻋﻮاﻣﻠ .ﺑﻮد ﺑﻮدن ﻣﻮﺟﻮد و ﻲﻣﺎﻟ ﻳﻲﺗﻮاﻧﺎ اﺑﻌﺎد از ﺑﻬﺘﺮ ﺖﻴﻣﻘﺒﻮﻟ
 ﻨﻪﻴزﻣ در ﻲﻧﻈﺮﺳﻨﺠﻣﺰﻣﻦ، ﻣﻌﻠﻮﻻن و ﺳﺎﻟﻤﻨﺪان، ﻋﺪم وﺟﻮد  يﻫﺎ يﻤﺎرﻴاﻓﺮاد ﻣﺒﺘﻼ ﺑﻪ ﺑ ﻲراﺣﺖ ﻧﺒﻮدن دﺳﺘﺮﺳ ،ﻳﻲروﺳﺘﺎ
 از ﻗﺒﻞ ﻲﻧﻮﺑﺖ دﻫ ﺴﺘﻢﻴﺳﻼﻣﺖ و ﻋﺪم وﺟﻮد ﺳ ﻢﻴﺗ يﻧﺒﻮدن ﭘﺰﺷﻚ و اﻋﻀﺎ ﻲاز ﻛﺎرﻛﻨﺎن و ﻣﺮدم، ﺑﻮﻣ ﺧﺪﻣﺎت ﺖﻴﻔﻴﻛ ﺑﻬﺒﻮد
 يا ﺑﺮﻧﺎﻣﻪ ﻦﻳﺗﺪو ﺧﺪﻣﺎت، ﺑﻪ ﻲدﺳﺘﺮﺳ ﺖﻴوﺿﻌ يارﺗﻘﺎ يﺑﺮا. ﻛﻨﺪ ﻲﻣ ﻣﻮاﺟﻪ ﺖﻳﻣﺤﺪود ﺑﺎ را ﺧﺪﻣﺎت ﺑﻪ ﻲدﺳﺘﺮﺳ ﻣﺮاﺟﻌﻪ،
  . ﺑﺎﺷﺪ ﻲﻣ يﺿﺮور ﻫﺎ ﺖﻳﻣﺤﺪود ﻦﻳا ﻛﺎﻫﺶ يﺑﺮا
  ﻛﻠﻴﺪي: دﺳﺘﺮﺳﻲ ، اﺑﻌﺎد دﺳﺘﺮﺳﻲ ، ﺑﺮﻧﺎﻣﻪ ﭘﺰﺷﻚ ﺧﺎﻧﻮاده روﺳﺘﺎﻳﻲ، ﻛﺮﻣﺎن ﻫﺎي واژه
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Method: In this descriptive-analytical and cross-sectional study, the statistical population of all 
staff of health centers as well as the population under the coverage of rural family physician 
program was in Kerman. The sampling method was a multi-stage random sampling method (n = 
1824) for people. The census method (n =220) was used for staff. The data collection tool was a 
researcher-made "Access to Health Services" questionnaire based on five Likert scale Lewecke 
model including five dimensions of appropriateness, acceptability, availability, financial 
capability and appropriateness. Using the comments of 29 experts, content validity was 
confirmed and then, to examine the reliability of the questionnaire, Cronbach's alpha was 0.87 
for the people's questionnaire and 0.92 for the staff questionnaire. The questionnaires were 
collected and entered into SPSS 19. Mean and standard deviation were used to describe the 
accessibility status. For analytical statistics, the multilevel model with a reversal approach is 
used to estimate the effect of each independent variable (age, gender, income, family members, 
insurance status, type of insurance, degree of education, work experience) on the dimensions of 
access . 
 Findings: The highest and lowest mean of access respectively was related to the approachability 
dimension with mean and standard deviation of 3.79 ± 0.62 and the availability of the item with 
a mean of 3.40 ± 0.46. For the people, the highest and lowest mean of access, respectively, was 
related to the affordability dimension of 3.39 ± 0/92, and the availability of the item with a mean 
of 2.52 ± 0.52 , respectively. There was a significant difference between the viewpoints of 
people and staff about availability, acceptability, availability and appropriateness dimensions (P-
value <0.001). There was no significant difference between the views of people and employees 
on the affordability dimension (P-value = 0.067).rience) on the dimensions of access .From the 
perspective of employees with a history of less than 10 years and 20-11 years, the average access 
score was higher than those with a history of more than 20 years. From the perspective of 
graduate and postgraduate students, the average access score was lower for those with higher 
education and higher education. From the employees' point of view, the age range of 40-30 was 
higher than that of those older than 40, the average access scores were more than 0.38. From the 
point of view of people in the age group of 45-35 years, the average access score was higher than 
those over the age of 45 years. From the point of view of those with a postgraduate education, 
the average access score was higher for those with higher education than the bachelor's degree. 
From the point of view of people with income of 5 million to 10 million rials, the average access 
score was lower than those with a yield of 15 million rials. 
Discussion & Conclusion: The accessibility status  in the rural  family physician program  from 
people’s point of view was better in affordability, acceptability, and approachability than it was 
in  appropriateness  and  availability. However,  from  the  point  of  view  of  the  staff members, 
accessibility status in approachability, appropriateness, and acceptability dimensions was better 
than  in  affordability  and  availability  dimensions.  Factors  such  as  peoples’  lack  of  sufficient 
knowledge of rural family physicians’ duties, difficulties in access to the services for people with 
chronic conditions, disabled and the elderly people, lack of surveys and opinion polls in the field 
of  service quality  improvement, physicians and  their  team not being  local, and  the  lack of a 
proper queue management system create  limitations for accessibility of the services.  In order 
to improve the status of service accessibility, there is an exigent need for designing a program 
to reduce these limitations. 
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